The principal aim of this paper is to describe the socioeconomic context in which the topic of processed complementary feeding in Latin America should be examined. Data from CEPAL (Comisión Económica para América Latina y el Caribe) and from the Demographic Health Surveys (DHS) are used to review global trends in urban poverty and malnutrition in the region. The phenomena that are unique to urban life and that are likely to have an impact on child-care and feeding practices are reviewed using data from DHS for six Latin American countries. The issues examined include the higher levels of education and of labour force participation of urban women, the larger percentage of women who head households, and the potentially different family structure and social networks, which may affect the availability of substitute child care. Urban and rural differences in breastfeeding and complementary feeding patterns are also examined to improve our understanding of the potential constraints and opportunities for the promotion of processed complementary foods in Latin America. Programmatic issues that need to be considered in designing and targeting such interventions in largely urbanized Latin America are also discussed.
Introduction
Current estimates indicate that 47% of the world's population, some 2.9 billion people, now live in urban areas [1] . Sixty-six percent of the world's urban population lives in developing countries, and this will increase to 80% by the year 2030.* Latin America is by far the most highly urbanized region of the developing world, with 75% of the population living in urban areas, compared with a little more than a third in Africa and Asia ( fig. 1 ). Projections indicate that by the year 2025, about 82% of Latin Americans will live in urban areas, as will more than one-half of Africans and Asians [1] . The main purpose of this paper is to set the socio-demographic context in which the issues related to processed complementary foods in Latin America should be interpreted.
Urbanization and trends in poverty and childhood malnutrition in Latin America
Poverty A recent study using data from the World Bank and the World Health Organization (WHO) from all three regions of the world revealed that the absolute number of poor and undernourished in urban areas has been increasing over the past two decades in a number of countries, and is accounting for a greater share of overall poverty and malnutrition [2] . Using data from CEPAL (Comisión Económica para América Latina y el Caribe) [3] for Latin America, we found similar patterns of in-FIG. 1. Percentage of the population living in urban areas by region and by year . Source: ref. 1 13 creases in the share of urban poverty between the 1980s and the 1990s in 13 of the 14 countries for which data were available ( fig. 2 ).* Similarly, the absolute numbers of urban poor were found to have increased in all countries except Chile (results not shown). Clearly, the locus of poverty is shifting from rural to urban areas in all regions of the world, including already highly urbanized Latin America.
Childhood malnutrition
The Latin American region has had an overall decline in the prevalence of childhood malnutrition since 1975 [5] . Between 1985 and 1990, there was a trend towards a reduction in the prevalence of underweight of -0.56 percentage points per year (ppy) in Middle America and the Caribbean and of -0.18 in South America [6] . The worldwide average during this period was -0.72. The second worst region was Middle America and the Caribbean, and the third was South America, both following sub-Saharan Africa, where the prevalence of underweight actually increased by 0.44 ppy during this period. Between 1990 and 1995, the rates of improvement in Latin America were negligible (-0.02 ppy for Middle America and the Caribbean and -0.1 ppy for South America) and, again, were lower than the worldwide average of -0.28 ppy.
Similar trends were documented for stunting in Middle America and the Caribbean [7] , where -0.26 ppy was observed between 1980 and 1995, compared with the -0.54 average for the world. South America, on the other hand, had a greater reduction in the prevalence of stunt-ing than the overall average, with a -0.81 ppy decrease. This raised South America to the third rank after South-East Asia and South Asia in terms of reductions in stunting prevalence during this period.
At the country level, similar patterns can be observed in Latin America. According to data from the Demographic Health Surveys (DHS) at two points in time between 1986 and 1996, the prevalence of stunting declined in all six countries, although in some cases the improvements were of small magnitude [8] (fig. 3 ). Stunting is consistently more prevalent in rural than in urban areas, which is typical of all other regions of the developing world [9] . In Latin America, both urban and rural areas had a decrease in stunting, except for Bolivia, which showed no improvement between 1994 and 1998.
When looking at the contribution of urban malnutrition (percent underweight) to the total burden of malnutrition worldwide, Haddad et al. [2] found that for 9 of the 14 countries studied, both the share of malnutrition contributed by urban malnutrition and the absolute numbers of underweight children in urban areas have increased in recent years. This analysis was repeated for stunting using DHS data for six countries of Latin America. We found that the percentage of all stunted children who live in urban areas increased only in Colombia and the Dominican Republic between the late 1980s and the mid-1990s ( fig. 4 and Annex). Brazil, Guatemala, and Peru, on the other hand, showed very slight reductions in the contribution of urban stunting to overall stunting at the national level. Relative to the number of stunted children, all six countries showed some reductions in the absolute number of stunted children in urban areas. This is in contrast to the global findings documented by Haddad et al. [2] for 14 countries but is in accordance with their findings for Brazil and Peru. The other Latin American country included in their analysis was Honduras, which showed * Data used to derive these estimates are from CEPAL [3] for the poverty data and from CELADE (Centro Latinoamericano y Caribeño de Demografía) [4] for urban and rural population breakdowns. 1989 1994 1998 1986 1996 1986 1995 1986 1991 1996 1987 1995 1991 1996 FIG. 4. Trends in the percentage of all stunted children who live in urban or rural areas in Latin America (DHS 1986 (DHS -1996 1989 1994 1986 1996 1986 1995 1986 1991 1996 1987 1995 1991 1996 an increase in absolute numbers of malnourished children. The authors, however, used underweight as a nutritional indicator, whereas we used stunting. Note also that the contribution of urban stunting to total stunting in Latin America is generally very high, reaching more than 50% in Brazil and Colombia and close to or greater than 40% in Bolivia, Peru, and the Dominican Republic.
Morbidity from diarrhoea
It is well recognized that morbidity from diarrhoea among pre-schoolers is similar in urban and rural areas, and is even sometimes higher in urban areas [9] . Poor environmental conditions, limited access to water and sanitary facilities, and crowding, all inherent conditions of life in urban areas, largely account for this situation. Latin America is no exception to this fact, as seen in figure 5 . The prevalence of childhood diarrhoea in Latin America continues to be high, even when compared with other more deprived regions, and does not differ much between urban and rural areas. It is striking that in the Dominican Republic and Guatemala the overall prevalence of diarrhoea increased between the 1980s and the 1990s. The same is true for Bolivia between 1989 and 1994, but the data from 1998 indicate a marked improvement in that respect.
Within-urban inequities
Another important consideration when comparing urban and rural indicators of poverty and malnutrition is the fact that urban areas are highly heterogeneous and city averages mask enormous differences within areas. We have shown previously that differences in stunting prevalence between socio-economic groups within urban areas are systematically greater than within-rural differences in all three regions of the world (with Brazil the only exception) [10] . In Latin America the magnitude of these within-urban differences between socio-economic groups is between two-and fourfold larger than the within-rural differences (table 1). The differences in stunting between socio-economic groups in urban areas are also systematically larger than 1989 1994 1998 1986 1996 1986 1990 1995 1986 1991 1996 1987 1995 1991 1996 the overall urban-rural differences for all countries studied in Latin America and elsewhere [10] .
Summary
In summary, Latin America is highly urbanized, and the process is expected to continue in the next 25 years, although at a slower rate than in Africa and Asia. The locus of poverty and malnutrition has been gradually changing from rural to urban areas, but the prevalence of malnutrition and diarrhoeal diseases remains higher in rural areas of Latin America. The large heterogeneity found within urban areas makes city averages of social, health, and nutrition indicators misleading. The levels of poverty and malnutrition among poor urban dwellers often rival those found among the rural poor.
Life in urban areas
Life in urban areas is characterized by a number of phenomena that are unique to this environment and that make the provision of child care challenging. We have reviewed these characteristics of urban life previously [11] and will focus here on the specific characteristics of urban life that are most relevant for the topic of the use of processed complementary food in Latin America. These include greater dependence on cash income for food and non-food purchases, higher levels of education and greater labour force participation among women, the larger percentage of women who head households, and the potentially different family structure and social networks, which may affect the availability of childcare alternatives and support in times of crisis. Urban dwellers are highly dependent on cash to buy food as well as to pay for all their other basic needs, such as housing, transportation, and even water. In comparison with rural people, who produce a large proportion of the food that they consume, urban dwellers must buy more of their food. In Accra, Ghana, more than 90% of the food consumed was purchased, and the rest came from intra-or inter-family transfers and gifts [12] . Food can account for up to 60% to 75% of total household expenditures among low-income urban Latin Americans [13] .
This high dependence on the market for basic needs Urbanization in Latin America means that urban people have to work to generate income, and usually both men and women work. Urban women may also be more likely than rural women to work because they tend to be more educated. Most employment opportunities are outside the home, and this is likely to have a great impact on mothers' ability to take care of their children and other family members. Evidence also suggests that the higher proportion of female-headed households and the smaller household sizes in urban areas reduce the household supply of alternate caregivers and result in harsher trade-offs for women between time spent in income generation (their productive role) and time spent in their reproductive, maternal, and caring roles. Employment conditions are often not flexible enough to reduce the sharpness of these trade-offs [11] . We used data from DHS for six Latin American countries to verify whether these generalizations hold true for this region. Table 2 presents urban-rural comparisons in women's work patterns and in the percentage of women who head households. Urban areas consistently have higher percentages of women-headed households, similar to overall trends in other regions [14] . For the Dominican Republic and Peru, from which data were available at two points in time, a slight decrease in the percentage of women-headed households was observed between the early and the mid-1990s in both urban and rural areas. The data also confirm that more urban than rural women work for wages and work outside the home. Close to half of all urban women worked outside the home in Brazil, Colombia, and the Dominican Republic in 1996 [8] . Interestingly, for Peru and the Dominican Republic, a large increase in the percentage of women working outside the home was observed in both urban and rural areas between 1991-1992 and 1996. This shift occurred in spite of the fact that the overall percentage of women working did not change dramatically (it even decreased in the rural Dominican Republic). In rural Peru, the percentage of women working outside the home doubled in as little as four years.
In urban areas women are usually more educated, which increases their likelihood of working and their ability to get better-paying jobs, thereby increasing the opportunity cost of their time. A comparative study of 38 DHS data sets between 1990 and 1996 showed that women are consistently more educated in urban than in rural areas in all countries and regions of the world for which data are available [15] . In some cases the urban-rural differences in measures of school attainment (median number of years of schooling) are very large. In Latin America the rural/urban ratio for years of schooling among women is about 50%, i.e., the median number of years of schooling of urban women is double that of rural women.* Guatemala has the lowest rural/urban ratio of the region (31%), indicating that the educational attainment of women in rural areas lags considerably behind that of urban women. Paraguay has the highest ratio (71%).
Patterns of child care among working mothers also differ between urban and rural areas ( fig. 6 ). Rural mothers are consistently more likely to be the main caretakers of their children, even if they work. This is, however, the most common modality for child care only in rural areas of the Dominican Republic and Peru. The most widespread child-care arrangement for both urban and rural women in all other countries is relatives, when older siblings and other relatives are combined.** Even in urban areas, where we expected a lower access to family members because of smaller family sizes and probably fewer extended family arrangements, we found that the most common child-care alternative is relatives. For the Dominican Republic and Peru, from which data were available at two points in time, it is striking to observe the shifts in child-care use that occurred in this short period of four to five years. In both countries, and for both urban and rural populations, there was a large reduction in the percentage of mothers who cared for their children themselves and a large increase in the use of relatives, especially in the Dominican Republic. These changes may be related to some extent to the trends observed in women's work patterns, which also changed markedly between the two time periods, as indicated above. With increasing numbers of women working outside the home, there is an increased need for substitute caregivers, and relatives seem to be filling that role. The extensive use of older siblings, mostly girls, as substitute child caregivers raises concerns about school attendance. It is likely that women who are faced with two alternatives-leaving the children alone at home or leaving them with an older daughter-will have to deprive the older daughter of her right to school in order to protect the most vulnerable. In Latin America, however, this situation seems to be more common in rural than urban areas ( fig. 6 ). As expected, the use of hired help is more popular in urban than in rural areas, but overall it is not common. Institutional child care is also uncommon, even in urban areas. Brazil, Colombia, and the Dominican Republic (1996) [8] show some use of these facilities, with higher frequency of use in urban areas. It is likely that such low reported use of institutional care is due to the lack of availability of these facilities, especially in rural areas. Reports of children being locked in their homes while parents go to work in urban areas of Latin America are frequently heard and are certainly true, but this type of information cannot be captured by surveys such as the DHS.
In summary, the DHS data indicated that in comparison with rural women, Latin American urban women are more likely to head households, are more educated, are more likely to work for income, and are more likely to work outside the home. The main child-care alternative is relatives, irrespective of area of residence, followed by the mothers themselves, especially in rural areas. Older daughters often take care of their younger siblings, which may represent a threat to girls' education.
Implications for child feeding and care
The characteristics of urban life as described in the previous section are likely to have important consequences for mothers' ability to care for their children and to maintain the household. Some of the consequences may have positive effects on child and family welfare, whereas others are likely to act as constraints on the achievement of household food and nutrition security. Table 3 presents a summary of the characteristics of urban life reviewed in the previous section, along with some hypothesized positive and negative consequences for child feeding and care [16] .
Urban dwellers are highly dependent on the cash economy. The generation of income may have positive effects on the household economy and allow greater access to food and more diverse diets. If the increased dietary diversity at the household level does trickle down to the child, it will provide clear benefits for growth, micronutrient status, and health status. The importance of dietary diversity for these child outcomes is well recognized [17] . A key determinant of whether or not the benefits of increased household food availability and diversity will reach the child, however, is maternal education. Evidence shows that female education is associated with greater knowledge, better child-feeding, child-care, and hygiene practices, and more effective management of resources [18] [19] [20] [21] [22] [23] [24] [25] . Higher educational levels, on the other hand, will improve women's work opportunities and will probably increase the likelihood of their finding employment outside the home. This will lead to constraints on their time and may affect the quality of care they can provide to their children. The choice of substitute child care will be a key deter-Urbanization in Latin America minant of the final impact of these opposing forces on children's welfare.
Maternal time constraints usually result in shifts in dietary patterns. With more cash and less time, mothers tend to buy more processed and ready-to-eat foods, as opposed to the traditional complementary foods, which often require long processing and cooking times. Evidence supports the argument that shifts in consumption of processed and prepared foods are largely driven by the opportunity cost of women's time [11] . In Sri Lanka, for example, the value of the time of the primary woman in the household had a positive effect on bread consumption and a negative effect on rice consumption, which requires longer preparation and cooking times [26] .
In many countries, street foods constitute a large component of urban households' food budget [27] .
Research shows that street foods and processed foods are not necessarily more expensive than traditional home-prepared staple foods, especially when the time and resources needed to prepare them are factored in [27] . In northern Brazil, traditional foods were found to be more expensive in urban than in rural areas, whereas the opposite was true for processed foods [28] . This provided an incentive for urban dwellers to shift away from traditional foods and to substitute processed foods. The main health concerns with processed foods are their often high contents of fat, cholesterol, and refined sugar and their low fibre content; street foods may carry the additional health hazard of contamination. Research suggests that although street foods are often contaminated, they do not appear to be worse Mothers better educated Better knowledge and practices about child More likely to work outside the home care, feeding, health, and nutrition (see potential consequences below) Greater autonomy and control over resources Greater ability to find employment Better-paid employment opportunities Women more likely to Higher household income Reduced time for child care and work outside the home Greater control over income and other household maintenance resources, which is likely to have a positive Greater need for alternative child-care influence on income spent on child goods arrangements (health, nutrition, and schooling)
Less time for food preparation and child Greater access to food; probably more feeding; possibly greater use of processed diversity in diet foods, street foods, and ready-to-eat foods Greater proportion of Greater control over income and Imperative need to work and generate women household other resources income heads
Greater vulnerability to own and dependents' illnesses Great vulnerability in the perinatal period, especially for women in the informal sector who do not have paid leave or maternity benefits Different family structure Greater independence, possibly less Possibly lower availability of substitute and social networks constrained by cultural patterns caregivers for children and less help (smaller family size, and beliefs with child care in general fewer extended-family Greater vulnerability to shocks in the arrangements, weaker absence of social networks and family social networks) members to help absorb shocks a. The approach used to derive this table is inspired by a matrix designed by Engle et al. [16] . b. These urban facts are a subselection of a larger number of phenomena listed in an extensive literature review of the constraints on food security and malnutrition in urban areas [8] . These facts will not necessarily hold true for all countries in all regions of the world, but they are generalizations of facts that have been observed widely in urban areas around the world. Many of them have been verified for Latin American countries with available data.
than the foods sold in restaurants in the same neighbourhoods [27] . Again, the overall impact of these changes on children's nutrition and health is difficult to predict. The important point is that urban dwellers in Latin America already buy a variety of processed and special imported foods for their children, and hence the demand for these types of products already exists.
Data from the DHS surveys were again used to shed light on these questions and, more specifically, to look at the patterns of breastfeeding and complementary feeding in urban areas of Latin America and document whether they are different from those observed in rural areas.
Breastfeeding
The greatest threat of urbanization and maternal employment to child care is its potential negative impact on breastfeeding practices. It is generally believed that urban mothers are less likely to initiate breastfeeding and are more likely to wean earlier if they do breastfeed. Our previous analysis of DHS data [9] showed that in Latin America, as in most other regions, the percentage of children ever breastfed tends to be lower in urban areas, but the pattern is not fully consistent and differences are generally small. Urban mothers were actually found to initiate breastfeeding at a surprisingly high rate (greater than 90%). A low occurrence of exclusive breastfeeding, on the other hand, is of concern for both urban and rural areas, but it is particularly uncommon in urban areas. The median duration of breastfeeding (exclusive or non-exclusive) is also typically shorter in urban areas (up to four to six months) than in rural areas [9] . Figures 7 and 8 show differences between urban and rural areas in breastfeeding practices for infants from birth to six months of age in Brazil and Guatemala, respectively. Because of space limitations, data from only these countries are presented. Brazil was selected because it has the highest percentage of urban population among the six countries (78%) and has a high percentage of women working outside the home in urban areas. Guatemala was selected because it is the least urbanized and has the highest prevalence of stunting and the lowest percentage of women working away from home. Of the six countries studied, Brazil has the highest percentage of mothers not breastfeeding, even between zero and four months of age (approximately 20% in urban and 14% in rural areas). In Peru and Guatemala, however, breastfeeding is almost universal in the first four months of life, even in urban areas. In Colombia milk-based complements are extensively used, irrespective of area of residence, and even solid foods are offered to more than 10% of infants between birth and four months of age. Exclusive breastfeeding is extremely uncommon in Colombia and is actually slightly higher in urban than in rural areas. Mothers in Colombia, however, continue to breastfeed beyond four months of age at a higher rate than in Brazil. There is a huge drop in breastfeeding beyond four months postpartum in Brazil (close to 45% of urban mothers and 35% of rural mothers stop breastfeeding by this time). Guatemala and Peru are doing much better: more than 85% of urban Guatemalan mothers and up to 94% of urban Peruvian mothers are still breastfeeding at four to six months postpartum. In rural areas of both countries, the percentage of mothers still breastfeeding at that age is greater than 95%. Peru is striking for its high prevalence of exclusive breastfeeding compared with the other countries: up to 60% in the first four months in urban areas and 73% in rural areas. Milkbased complements are much less popular in Guatemala and Peru than in Brazil and Colombia, but they are consistently more commonly used in urban than in rural areas. Mothers in Guatemala make extensive use of water-based liquids in the first four months of life, a strongly entrenched cultural pattern. ;; yy 
Complementary feeding practices
Many recent DHS data sets contain useful information on complementary feeding practices [8] . Among the variables are whether the mother gave different liquids and solid foods on the previous day, and how many times in the previous week she gave the child food from various food groups. We are currently in the process of using some of these variables to create a child-feeding index to do comparative analyses by urban and rural areas for different regions of the world. However, here we focus only on a few of the key differences that are emerging between urban and rural areas of Latin America. Table 4 summarizes the main findings for children six months of age and older. The results show a clear pattern of more extensive use of powdered milk, infant formula, eggs, fish, poultry, and meat in urban than in rural areas. In Guatemala the differences are more than threefold for powdered milk and close to twofold for meat. Powdered milk is used more frequently than infant formula in all settings. When the data are analysed according to age group for three-month intervals, the differences in intake of animal foods between urban and rural areas are usually larger at younger ages (results not shown). For example, large differences are found among the 6-to 9-month and the 9-to 12month groups, especially for the egg, fish, or poultry group and the meat. Patterns similar to those shown in table 4 are found from examination of the number of times mothers gave their children food from these same categories during the preceding seven days. Consistently larger percentages of rural than urban mothers reported not having given their children any food from the meat group or from the egg, fish, or poultry group during the previous week. Again, these differences were more striking at younger ages. This is probably related to cultural beliefs that discourage the use of animal products in children's diets at young ages. The consistent pattern of lower intake of animal products by children in rural areas throughout the pre-school years, however, is likely to be a reflection of greater food insecurity and lower maternal education in rural areas, among other things.
Differences in growth (height-for-age Z scores; HAZ) between urban and rural areas were also examined with the use of the DHS data from these six countries, to characterize the pattern of growth differences between the two areas and the specific times at which these differences are found. Figure 9 presents data from Guatemala to illustrate the nature of the differences discussed. Interestingly, we find that in most countries, urban and rural infants have very similar growth curves up to six months of age. It is only at this age that differences in mean HAZ become noticeable, and these differences continue to intensify to reach a maximum gap at approximately 18 months of age. This pattern was surprisingly consistent across countries, and as expected, the largest urban-rural differences after six months of age were found in Guatemala and Peru, which have the highest prevalences of stunting overall. In Guatemala children were born with some degree of stunting: the mean HAZ at birth was close to -0.5 in both urban and rural areas. In Peru urban children were born with an average HAZ close to 0, whereas the rural children already had a deficit of approximately 0.4 score at birth. The differences in dietary patterns, and specifically in dietary diversity described above, may explain, at least in part, the characteristic differences in growth patterns observed between urban and rural areas. It appears that the introduction of nutritious semi-solid and solid foods in the diets of rural children is constrained and that dietary diversity starts to be a problem in rural areas as early as six months of age. At 18 months of age, the cumulative effect of poor complementary feeding is evidenced by significantly poorer nutritional status among rural children.
Another main difference between urban and rural areas is the extensive use of baby bottles among urban populations. Again, for Peru and Guatemala, the differences are approximately twofold (an average of 50% in urban, compared with 25% in rural areas) (results not shown). The Dominican Republic has the highest rate of use of baby bottles: 89% in urban and 82% in rural areas. Brazil and Colombia are also high users of baby bottles: 61% and 64% in urban areas, respectively, and 52% and 54% in rural areas.
Summary
These findings highlight the fact that rural children in Latin America are still worse off in terms of growth and dietary diversity than their urban peers. Much work needs to be done to improve complementary feeding in both areas, but the low intake of animal products by rural children is a problem that calls for immediate attention. Improving breastfeeding patterns, such as exclusive breastfeeding, continued breastfeeding beyond four to six months of age and avoidance of baby bottles, however, are key concerns for urban areas. Although dietary diversity appears to be greater in urban areas, the limited data available in DHS surveys do not allow a complete analysis of other important dietary concerns of young children, such as nutrient density of foods and micronutrient adequacy [29] . Clearly, a lot of effort still needs to be invested in interventions to optimize breastfeeding and child-feeding practices in Latin America.
Programmatic implications for processed complementary foods
The characterization of the current situation in Latin America calls for optimism regarding the potential for processed complementary foods to respond to existing demand and to be successful, particularly in urban areas. Urban women already buy a variety of foods for their young children, and the need for convenience and time saving appears to strongly motivate their food choices. Because of the great availability of a variety of foods in the urban market, urban consumers (especially those of low income) also tend to be more pricesensitive than rural consumers and to switch between substitute foods more easily [28] . Hence, the cost of processed complementary foods will be a key determinant of acceptability that must be taken into account in the design and marketing of these products. Unfortunately, we do not have information on the proportion of total household expenditures that families currently allocate to feeding young children, either when they use the family diet or when they use special complementary foods. This type of information, disaggregated according to socio-economic group, would be of great value for planning interventions to promote the use of processed complementary foods.
The next question is: Besides low cost, what will it take for families to buy the products and to feed them to their children? As indicated above, urban mothers seem to be amenable to purchasing a variety of foods for their children, but convenience and ease of preparation are keys to acceptability. For the same price, readyto-eat products (to which only water or another liquid needs to be added) are more likely to be successful than products that require boiling water and that take time to cook. In Guatemala City, for example, readyto-eat imported cereals served with milk have become a popular breakfast food offered to young children and are largely replacing the traditional hot porridges and the hot, cooked, cereal-based atole drinks (personal observation). With ready-to-eat products, however, food safety becomes an issue. Fortified cereals that require adding cold water, for example, increase the risk of contamination if mothers use untreated water. Limited storage and refrigeration facilities are other factors that need to be taken into account when designing the products. The ability to prepare small, child-sized portions will also reduce the risk of contamination during storage and the chances that mothers will re-feed poorly stored food to children at later times.
Frequency of feeding is another constraint for busy urban working women. As reviewed by Brown [29] , young infants need to be fed four or more times a day. The need to fulfil this recommendation further strengthens the case for processed complementary foods that are quickly and easily prepared.
Another set of key questions that arises when designing interventions for urban areas is: Who should be targeted, and how and where should they be targeted? In an urban environment where up to half of all mothers work outside the home for extended hours, and often for at least six days a week, it is not clear who is mainly responsible for child-feeding decisions and hence who should be targeted by the marketing and education campaigns. Should schoolgirls, grandmothers, or other groups of women be targeted? Should efforts be directed to institutional day-care centres?
Answers to these questions should be obtained through context-specific analyses before decisions about intervention design and targeting can be made. From the information reviewed above for Latin America, young girls, grandmothers, and other female relatives are the most popular caregivers, along with mothers themselves. Again, how can these women be targeted and where? Our experience in Guatemala City is that working urban women are extremely difficult to find at home, even on Sundays. For this reason, the workplace might be more suitable than the home for targeting interventions. Large factories, for instance, often host large numbers of mothers, as do the market areas. The usual vehicles for nutrition and health interventions-health centres and community centres-have restricted hours of operation and thus would not be appropriate for reaching working women. Churches in some areas should be considered, especially in communities where attendance is high. Schools are likely to be an excellent choice, and young girls should be targeted before they drop out of school. This would prepare them for their potential role as substitute caretakers and their future roles as mothers and grandmothers. Thailand recently conducted a successful school-based nutrition education campaign targeted to 10-to 13-year-old girls [30] .
In summary, the potential for interventions using processed complementary foods in Latin America is great, particularly in urban areas where more than 75% of the population currently lives. The elements necessary for success and impact already exist. With effective marketing strategies and well-targeted education and behavioural change interventions, processed complementary foods in Latin America have the potential to have a significant impact on children's nutrition and health.
